Purpose -This paper aims to argue that the implementation of the Choose and Book system has failed due to the inability of project sponsors to appreciate the complex and far-reaching softer implications of the implementation, especially in a complex organisation such as the NHS, which has multifarious stakeholders. Design/methodology/approach -The authors use practice-oriented research to try and isolate key parameters.
Introduction
Previous scholars such as Brooke and Maguire (1998) Reichertz (2006) and Dorr et al. (2007) have been able to identify management related advantages relating to the implementation of healthcare information systems and information technology (IS/IT). Unfortunately, many of these studies have emphasised the need to address technical parameters as against softer organisational factors, which are generally difficult to quantify. The reality is that if handled in a way that recognises the crucial role of these softer introduction parameters, then the introduction of IS/IT into complex organisations such as the NHS is more likely to be successful.
Research methodology and justification
This paper seeks to explore how the NHS as a service provider is introducing new IS/IT that enables changes in its operations. The expectation is that the new IS/IT will facilitate the provision of memorable patient and healthcare stakeholder experiences.
We have sought to develop this paper by employing approaches generally regarded as participatory observation. Here, as practitioners, we have been able to be part of the environment being studied. This approach was regarded as most appropriate as it was felt that a direct observation of events was required. We then applied contemporary concepts of IS/IT implementation and customer experience to the case observation. Arguably, this approach enabled us to provide explanations for our observations.
Literature review
In this section of the paper, we will examine current literature on patient experiences from five perspectives. These perspectives are:
(1) Previous studies. (2) Personal reflections. (3) Developing new perceptions. (4) Observations and potential for experience enhancement. (5) The value of IS/IT.
Patient experiences -previous studies
It is important to highlight that various attempts to study the patient experience within healthcare have been conducted. These include a study conducted by Andaleeb (1998) , who developed a managerial model for customer satisfaction within hospitals. Wilde et al. (1993) developed a quality of care model using grounded theory from which they identified the healthcare patient experience as possessing four dimensions (medical-technical competence; physical-technical conditions; attitudes and actions carers; socio-cultural atmosphere of the service provider). Studies by Lynn et al. (1997) , on the other hand explored the experience of dying patients from the perspective of surrogate decision makers. In their study, they concluded that pain and other symptoms were commonplace and troubling to patients. They however found that the major concern of patients was not necessarily the continuation of life, but the fear of dying in pain, unnoticed, and isolated from loved ones. Their study further demonstrated that due to the difficulty of patients actually describing their experience of dying and since the experience of dying inevitably relies on reports and perspectives of family members, caregivers and carers were crucial in charting patients' experiences during death. Other patient and healthcare related studies in customer and relationship management include that of Jenkinson et al. (2002) , who on examining patients' experiences of in-patient care found that the detailing of patient experiences was a more valid approach of assessing service than the assessment of customer satisfaction. This was because patients regarded the assessment of customer satisfaction as insensitive to problems within the specific processes that affect the quality of care delivery.
Patient experiences -personal reflections
Reflection on personal experiences is not particularly encouraging. For example, although we are informed by the government that almost all patients do get an appointment within 48 hours to see a doctor, the reality is that this has only been achieved through gaming as a means of achieving desired patient statistics (Gubb, 2007) . This approach involves, for example, stopping people booking a doctor's appointment more than three days in advance. Personal experiences confirm this practice. For example, in the lead author's local doctor's surgery, appointments to see a doctor can only be made at two times, 8a.m. and 12 noon on the day one wants to see a doctor. If one for example rings at 8.03 a.m. or 12.03 p.m., the phone-lines are virtually jammed. Even when one gets through, all appointments have been allocated. For this reason, most people will now walk to the doctor's surgery either before 8 a.m. or 12 noon to make an appointment. It is also most worrying that statistics on waiting times for both in-patients and out-patients only measure the period from the actual referral to the time the initial outpatient appointment is made, and the time from when a patient is placed on a waiting list at hospital waiting list to inpatient treatment (Gubb, 2007) , thus ignoring what is in fact the patient experience journey should take into account time spent in between for diagnosis. From our perspective, we also note that such waiting times do not take into consideration time spent waiting in a queue to book an appointment, and time for recovery, especially if the patient chooses to do that at home. What will usually happen is that the patient technically has their "care" transferred back to the doctor's surgery domain, and then the cycle re-starts. These discrete health provisions are a long way away from a joined-up patient experience.
Patient experiences -developing new perceptions
People will have contact with health provision services from pre-birth to death. Most of us will remember immunisations and school health surveillance, we might however not remember being scanned as part of our mother's pre-natal care! In between life and death, we will all be the focus of health promotion and screening. The health industry (used as a term here to incorporate both the public and private sector), is one of the most important market sectors in the UK as a result, not surprisingly, it has been the focus of a large number of government policies to improve the patient experience (Leatherman and Sutherland, 2007) . Government has sought to achieve this objective through various schemes aimed at increased patient choice. Over the years these schemes have included the Gedling Surestart minor ailments scheme introduced by Nottinghamshire County Primary Care Trust, the London Patient Choice Project and the Capio One Life service scheme being implemented by South Tees Hospitals Trust. Working on the basis that investment in IS/IT can bring a corresponding set of benefits for the NHS staff, and ultimately for patients (Maguire, 2007) , the majority of these schemes have included the exploitation of IS/IT.
Patient experiences -observations and potential for experience enhancement
Recognising the effects on patients of perceived poor quality of care, there has been an increase in government demand for accountability within the NHS. This is especially relevant as we see an increasing number of UK patients seeking alternative and sometimes cheaper treatment abroad (the creation of the so called medical tourism). Based on this, NHS outlets (hospitals, health and doctor's surgery) and management are now under immense pressure to incorporate patient satisfaction in the plans for long term operational viability. An example of this can be seen in a recent case study conducted by one of the co-authors of this paper. The then Hospital A (in the North East of England), offered acute health care services to people living in a major city in the North East of England and the surrounding areas. The Trust prior to its merger in 2002 aimed to work together with patients, staff, City officials from the Local Health Commission, the Community Health, Community Healthcare, the local NHS Trust and other organisation's such as "Partners in Quality Care" in order to improve the care it offered local people. What was observed in the first case was that the means of assessment of care by nurses was then not standardised. This led to situations where for example, nurses who were on the frontline of patient care delivery being rated as efficient using hospital benchmarking systems, while being actually perceived as ineffective from the point of view of the patient. The problem with the patient experience in this case was that care managers (e.g. a social worker or senior community nurse or therapist), were required to assess the needs of the individual patient or customer. Care was then based on a definition of a standardised package, which was often provided by the hospital. From our observations, there were three major difficulties with this approach. In the first case, care was not personalised. Secondly, both patients and stakeholders (for example family and loved ones, carers, programme champions and sponsors, health care professionals and managers, patient support groups and charities such as the Patients Association, The British Red Cross, Cancer Research UK and The Princess Royal Trust for Carers, were not necessarily included in the decision making process relating to the choice of care providers. Finally, once care commenced, the quality of care was measured by counting the number of contacts the nurses had with the patients instead of assessing how the patient was progressing as a result of the care.
Patient experiences -the value of IS/IT
There is widespread and available literature, which has sought to explore softer organisational parameters, which impact on healthcare IS/IT implementation. These studies arguably commenced with work by Mumford and Weir (1979) , who in exploring the socio-technological aspects of IS/IT design and development, demonstrated an explicitly recognition of the importance of taking into consideration the softer aspects of IS/IT implementation. The study by Mumford and Weir (1979) , was followed by Mumford (1995) , who developed a methodology which will enable organisations ensure successful IS/IT implementation by engaging systems users, technical staff and management. Over the years, Brooke and Maguire (1998) , Wainwright and Waring (2004) and Harrop et al . (2006) point to other studies specific to healthcare which have followed this approach by addressing softer organisational factors which are generally difficult to quantify. These include studies by Irestig and Timpka (2008) , who explored the role of politics and power in IS/IT implementation, Berg (2001) and Bennett (2004) who explored the social and organisational context of IS/IT implementation and Despont-Gros etal . (2005), who explored the perception of healthcare IS/IT users. From these studies, it is clear that there is indeed a need to provide a wider view of IS/IT implementation within the health arena (Maguire and Ojiako, 2007; Wainwright, 2008) . Especially one that goes beyond technical perceptions. This perception is particularly relevant especially because of the numerous stakeholders in the health sector (Cameron et al ., 2006) . To enhance this "wider" view, Waring and Wainwright (2000) , recommended adopting non-technical analytical approaches to develop a chain of evidence that enables the development of an IS/IT implementation framework.
The case study
The Connecting for Health (CfH) programme is currently estimated to be costing the UK taxpayer around £12.4 billion (Maguire and Ojiako, 2007) . The programme, which consists of eight different major initiatives (Figure 1 ), aims to move the NHS away from the multiple (NPfIT, n.d.), independent and disparate (Currie and Guah, 2007) systems. Figure 1 is a diagrammatic representation of the constituent programmes that make up the Connecting for Health Programme Initiative. The programme is also being driven by the need to change the NHS's systems implementation strategy which has been traditionally developed from ad-hoc IS/IT systems introduction. As part of this transformation, it is hoped that the programme (easily the biggest such IS/IT programme in Europe), will support efforts of the NHS to modernise the way healthcare services are delivered (Eason, 2006) , thus providing an opportunity for the NHS to implement change that it can realise quantifiable business benefit from, which traditionally it has been unable to do for quite a while (McCue, 2004; Maguire, 2007) . The importance of this programme to NHS was further emphasised with the publication of the long awaited report on June 30th 2008 by Professor Ara Darzi (Darzi, 2008) , which amongst others has sought to identify a decade long vision for the UK's National Health Service (NHS). This vision was in particular set to reflect the realities and challenges of the twenty-first century patient by encouraging the delivery of services streamed to the exact needs and wants of patients, at the place and time of their choice.
NHS Choose and Book
The Choose and Book Information Management System, which was formerly known as the Electronic Booking Service (shows its three major work streams), was first rolled out in the spring of 2005 (Davies, 2007) . The system, which is based on Cerner Millennium e-Booking software, was developed by the international IS/IT services company Atos Origin (Davies, 2007) . The system is configured in a way which enables non-anonymous data to be fed into an external reporting system (Stitt, 2007) . It is expected that the system will become the standard portal for medical referrals in the UK once deployment is completed. Introduction of the system has come under three major streams of work. The first stream involves the modernisation of the traditional appointment booking process. The main objective of this stream is to enable a reduction in hospital waiting times. The second stream involves Patient Emancipation. This work package, which has a training and education implication involves making the patients aware of the projected capabilities of the new system and how the new system is to enhance their experience. The final stream involves the provision of patient choice. This work package is to include the provision of functionality that enables patients make a decision as relates to the choice of healthcare provider. The system is currently in Release 4.0 (deployed during the weekend of 3/4 May 2008). It is anticipated that the system will eventually support over 140,000 users once operational (NPfIT, n.d.). These users will be able to access the system using computers compliant with the National Care Record Service Security Architecture. To gain access to the system, users will first need to be registered on the NHS Care Records Service Spine via a single sign-on facility (NPfIT, n.d.).
Discussions and implications
In the previous sections, we provided an overview of the Choose and Book system. In addition, we also appraised the theoretical concepts, which underpin studies on patient experience. Four parameters from the case study will be presented in order to examine how existing organisational theories can be used to provide a perspective, which is relevant to the NHS. We chose to concentrate on these parameters because studies of recent academic literature has demonstrated that softer factors remain at the forefront of recent IS/IT implementation research (Brooke and Maguire, 1998; Maguire, 1998; Maguire, 2000; Kremsdorf, 2003) . In addition, theories on technology adoption do not necessarily propose an explicit set of dependents variables (Dishaw and Strong, 1999) . For this reason, we have identified our dependent perspectives to include:  A softer programme environment.
 A softer test management approach.  Technology adoption, acceptance and resistance to change.  Enhancing the patient experience.
A softer programme environment
The NHS is a complex organisation (Maguire and Ojiako, 2007; Maguire, 2007) , and for this reason, the implementation of the Choose and Book system is being managed in a way that recognises the various complexities of the NHS. One such complexity is driven by local variations and significant amount of resultant differences on various NHS clinicians in terms of IS/IT driven working practice (NHS, 2008d; Waring and Wainwright, 2008) . Doctors can have their own ways of working. Even within the same GP practice, there may be a variety of different methods that have been adopted over the years for referring patients to secondary care, and the same applies to the way consultants manage and review their clinics.
The overall management of the Choose and Book System is the responsibility of the National Programme Office. This team, which is led by the National Programme Manager is at the forefront of championing the programme on behalf of the Strategic Health Authorities (SHAs) within the NHS, especially among its front-line staff and clinicians. The objective being to ensure that the programme not only reflects the desires of its users but also that the system is regarded as the system of choice for patient referrals. The Programme Management team also has lead role in various aspects of the delivery programme including facilitating the continual development of a national commercial strategy for Choose and Book, managing day-to-day relationships with suppliers, financial management and accountability and facilitation of good practice. Although the National Programme Office has lead strategic role, implementation of Choose and Book is owned at the local level by individual Primary Care Trusts (NHS, 2005a) . Leadership along geographical spheres of operations of each PCTs is with the Project Sponsor who is appointed by each PCT and charged with providing political guidance and support to the IM&T (Information Management and Technology) programme manager who concentrates on the delivery of the various work streams such as GP system upgrades (see Figure 2 ). This arrangement is seen as suitable as the National Programme Office regards individual PCTs as best placed to create a sense of urgency within its geographical area of operations. The expectation is that this sense of urgency leads to increased programme commitment at a local level (NHS, 2005b) .
As the Choose and Book System is a complex system, the NHS has made a decision to pursue systems implementation methodology based on the NHS Connecting for Health National Programme Implementation Lifecycle framework (NHS, 2004a (NHS, , 2005b . This framework which is a formal implementation guide, is loosely based around the PRINCE methodology. Under this approach, the IM&T Programme Manager is charged with optimising local implementation (NHS, 2005a) . This is achieved by various approaches which include for example establishing governance structures that fits the local situation, setting up a project teams and establishing clear structures within the local project team. In addition, as part of this role, the IM&T Programme Manager is responsible for establishing relationships with the local health communities in order to facilitate the development of policies that relate to local implementation priorities and programme scheduling. The IM&T Programme Manager is also responsible for developing project plans. It is expected that these plans are developed after full engagement with the clinical teams. This is especially important as flexibility in the system is required. To support this, consultants are now expected to notify PCTs of any intention to take annual leave at least six weeks in advance (NHS, 2008a) .
Implications
Historically, IS/IT deployment although recognised as inherently complex (Ambler, 1999) , was pursued on the premise that IS/IT products could be deployed without the aid of explicit IS/IT deployment methodologies (Whitfield, 1996) . This line of thinking was based on a conceptualisation of IS/IT deliveries as short-term or oneoff exercises rather than long term, well-planned implementation strategies (Avison and Fitzgerald, 1988) .
Treating IS/IT projects as short-term or one-off exercises meant that until recently few standard mechanisms were in place to support implementation activities. In fact, studies by Button (1997) shows that a consistent and universal process for initiating, approving, managing and implementing IS/IT projects simply has not existed in most organisations.
Although it is difficult to state that there is any project management methodology exclusive to the IS/IT industry (Luftman et al ., 1993) , the need for standardised delivery, deployment and implementation methodologies has however become relevant especially with the recognition within organisations and the project management profession of the contribution of successful IS/IT deployment to organisational strategy. In addition, the adoption of such methodologies has led to the enhancement of working and collaborative relationships. It has also led to the reduction of project related conflict in large multi-faceted projects. For complex health-related projects that involve vendors and clinicians from different working traditions and values, such methodologies have become particularly crucial. The lack of existence of standard deployment processes might be a possible reason why some organisations are failing to realise the benefits of strategic IS/IT systems (Vowler, 1990) . According to Abdel-Hamid and Madnick (1990) , a contributing factor to the inability of a standard IS/IT deployment methodology is that the information required to establish such standards is generally not accessible, complete or accurate. This is because most failed projects are never studied by the organisation that experienced the failure. Having wasted so much on a fruitless venture, few organisations will invest more time or money to collect and analyse additional data, whereas any data that had been collected may be massaged or hidden to protect careers or reputations. Thus, information about project failures often relies heavily on subjective assessments. Secondly, because the most important lessons that need to be extracted from any project review are not available, lessons cannot be learnt. Generally speaking scholars (King, 1985; Madhav and Willborn, 1985; Nath, 1992; Fitzgerald, 1998) , all agree that the lack of such information makes the evaluation of success levels against expectations extremely difficult. The implementation of the Choose and Book Programme has so far been conducted using a recognised and proven project management methodology. This is not surprising especially when noted that IS/IT project managers have a wide range of methodologies, techniques and tools at their disposal (Drummond and Hodgson, 2003) . The project management methodology in this case is PRINCE, which, although it remains the industry standard for public sector projects, does have a factor which is limiting to projects within a twenty-first century setting. For example, the methodology fails to take into account the behavioural, organisational and environmental changes, which are inherent in IS/IT projects (Brooke and Maguire, 1998) . Second, the methodology, which is based on a system of firm, structured and logical control, assumes that the project process is highly stable. However, there is no doubt that this is not the case as project-oriented environments are generally characterised as highly uncertain and risky (Berson and Linton, 2006) . For the Choose and Book system, the use of a standard project management methodology has however been unable to mitigate against a range of deployment related problems such as system instability with has plagued the delivery of the system. This is not surprising, especially as Maylor (1999) , points to a number of high-profile IS/IT projects that have failed even though this methodology was adopted as the preferred choice of implementation approach. In the case of the Choose and Book systems, for example, on 22 December, the service was completely unavailable to most users in the country due to an outage on the NHS Spine. This led to a service outage, massive appointment cancellations and complications with existing appointments as staff were not able to log onto the system to confirm appointments of patients turning up for hospital appointments. There have also been a lot of reported complaints by users of the system who highlight that the system is not user friendly (especially as relates to slow response times). As implementation of the system is managed locally, the delivery has also suffered from set-up problems (NHS, 2008b), limits on available private IP address range (for the 10.x.x.x; 172.16.x.x; 172.31.x.x and 192.168.x.x ranges) and variations with local technological interfaces. In other cases, existing web browsing technology has not supported the ability of GPs to either connect to the system using an integrated GP system, or if this is possible to seamlessly toggle from in-house practice systems to the Choose and Book system (South Sefton Primary Care Trust, 2006). There has also been systems integration problems (Guy's and St Thomas NHS Foundation Trust, 2006; Warrington Primary Care Trust, 2006) . For example, in some cases it has been practically impossible to integrate earlier e-booking software with the choose and book system, and even when this is managed, PCTs have been faced with problems such as the duplication of patients second names after records are queried (E-Health Insider, 2006) , patients being allocated wrong registration references which means that the booking transaction is rejected (Guy's and St Thomas NHS Foundation Trust, 2006) . In other cases poor systems integration has led to existing clinical profiles on existing systems not being readable by the new system. This has meant that the new system is unable to see existing hospital appointments. To address these problems has meant that PCT staff have had to depend on manual workarounds which are not generally effective.
A softer test management approach
The introduction of new Choose and Book system, which has the capability to influence change within the NHS, may be more manageable if the whole process is seen as part of a wider and integrated organisational strategy. To support this integration, there are potential gains in the National Programme initiating a single test strategy that links all elements of its business operations in order to ensure full business interoperability.
Implications
A major factor which appears to have emerged from a review of the Choose and Book programme is that although there exist a standardised testing approach (NHS, 2004b) , appears to indicate that most PCTs appear to be facing similar implementation related problems. The reality is that the current approach which appears to be based on "live-testing" is not in any way ideal. Neither does it generate confidence by clinicians nor GP's who are expected to use the system. Any expectation on the other hand that the patient experience can in any way be enhanced by this approach is also misconceived. In reality, an ideal test strategy, which has proved successful in IS/IT introduction of a similar scale will have involved three major types of test. As in the case of BT's twenty-first Century Network systems Introduction , best practice will demand that the three major test strategies will involve a core test which the National Programme Office will lead, possibly working the various SHA's. The second test strategy will then involve the various PCT's working with the various vendors will then conduct PCT level test over an appropriate range of interfaces while the third test strategy will involve provisions for platform inter-operability testing. Crucially, taking into consideration the possibility of problems emerging as a result of the different SHA's, PCTs and suppliers viewing standards and targets from different perspectives, it will be important that the SHA and PCT level test are aligned in order to ensure that overall programme objectives are achieved right across the country. To facilitate this understanding will probably require more than the publication of a standardised test approach. Instead what will most likely be required will the establishment of a collaborative forum that will work towards developing common understanding of the CfH's testing philosophy.
Technology adoption, acceptance and resistance to change
The study of technology adoption, acceptance and resistance to change in the health sector is not particularly new. Over the years, various studies (Klaus, 2006; Maguire, 2007; Wainwright, 2008; Wu et al ., 2008) , have been carried out which have examined its influencing factors in the health sector. A critical review of these indicates that failure to involve users and stakeholders in projects involving the mandatory adoption of IS/IT can often lead to project failure. This is particularly highlighted within the health sector where user knowledge and experience can be utilised at several key areas such as the personalisation of care (Moiduddin and Gaylin, 2007) .
Implications
The introduction of the Choose and Book system has also been characterised by a lack of support from key stakeholders such as patient groups (Boyd, 2006; Burge etal ., 2006; Leatherman and Sutherland, 2007; Forster and Gabe, 2008) , and GPs (de Kare-Silver, 2005; Lewis, 2006; British Medical Association, 2007) . For GPs, concerns have primarily related to the perceived lack of adequate inclusion in the consultation process. In the main, the challenge of the Choose and Book system from the point of view of GPs has been on whether they as a key stakeholder should commit to a system that has faced difficulties in live testing (61 per cent of GPs are known to have some form of negative attitude towards the system). GPs also perceive the system as unreliable because of the need for substantial manual intervention, especially in the case of cancer patients. This particular concern relates specifically to the need of GPs to manually intervene in the system by manually confirming that all subsequent supporting arrangements are in place to meet the governments "two weeks wait" policy (NHS, 2006a) . It is also important to highlight that in some other cases, GPs perceive the system as not being able to demonstrate any capability to improve the delivery of existing services (de Kare-Silver, 2005), or in fact unable to solve any real problems (Midgley, 2005) . This particularly relates to the need to disrupt normal operations during the introduction of the system (Lewis, 2006); with the possibility that patient safety and health care experience could be compromised (Hendy et al ., 2007) . It also appears that some GPs are resistant to the system because of suspicion that its introduction will channel some form of expected standardisation of practice. This is a particularly sensitive issue for GPs who are known for their use of different methods in areas such as secondary care patient referrals (NHS, 2008d) . There are also concerns with the additional workload and the associated requirements for cultural change within GP practices (Kerr, 2005) , which could emerge as a result of the introduction of this new system into GP practice operations. Other concerns about the system by GPs relates to the debate on clinical decision-making and how to manage the emerging challenge of patient preference within psychiatric settings (Jacob etal ., 2007; Valsraj and Gardner, 2007) , which is yet to be addressed. Patients appear not to have been better served. Although for example an NHS commissioned trial involving more than 40,000 patients waiting for cataract or cardiac surgery for more than six months appeared to indicate (at least to the NHS), that patients do want choice (NHS, 2005c) , a report by the Picker Institute (Boyd, 2006) , on patient's perception of different aspects of care needs suggests that the key aspects of the Choose and Book agenda including location and time choice of care and treatment was to most patients one of the least important aspects of care in terms of need. Similarly, a report by the consumer group Which? showed that 89 per cent of patients rated having a good local hospital as more important that being presented with a choice of healthcare providers. The results are also complicated by disparities in choice decisions made between patients without formal educational qualifications and those with formal educational qualifications (Burge et al., 2006) . We also see that on the delivery side. All these statistics form what Leatherman and Sutherland (2007) see as key evidence of a mismatch between the voiced priorities of patients and what the government has chosen as being its most important national health policy initiatives. In noting the current challenges facing the successful implementation of the Choose and Book system, we note that there is an understandable but perhaps dangerous temptation to keep patients and other stakeholders out of the decision making process. This was the key factor in the failure of five earlier NHS IS/IT change programmes, which was earlier conducted by Maguire and Ojiako (2007) . The onus is on management to keep stakeholders informed of potential changes to working practices that might result from an introduction of the new system. In many cases this could entail improving communications at both the national, SHA and PCTs level. In other cases it might be necessary to implement an education and training plan whereby patients and other stakeholders who are critical to the local success of Choose and Book can be prepared for change in an incremental way, rather than be faced with an unrealistic short period to embrace the change. So far, this approach has been implemented with the involvement of patients groups such as the King's Mill and Newark Patient Reference Group and Barking Havering and Redbridge NHS Trust Patient Public Involvement Forum being given the opportunity to provide feedback on some elements of systems interface design.
Enhancing the patient experience (CE)
Improving care in a holistic manner will require the many different stakeholders (NHS, 2008e) , working in a concerted manner for the overall well-being of the patient. From what we know about patient experience in healthcare, we can safely assume that it is reasonable to expect that it does not occur in isolation. Overall, patient experience depends on a range of complex parameters and factors (Clarke, 2001; Hartwell et al., 2006) . These perspective includes for example an understanding of the role of racial and ethnic differences in patients' experiences (Hicks et al., 2005) , an understanding of the role of proper foodservice and nutritional care (Kondrup, 2004) , and the level of patient care interaction (Hartwell et al., 2006) . Other CE parameters, which also need to be taken into consideration include the technical aspects of rehabilitation (Small et al., 2007) , the determination of clinical standards for patient experience, and the role of communication in patient-carer relationships (McCabe, 2004; McCormack and McCance, 2006; McGilton et al., 2006) .
Implications
The successful delivery of the Choose and Book system is expected to bring about a major transformation in NHS operations. In the first instance, the new system is expected to drive the NHS to cease its current paper based hospital appointment scheduling approach, which has been the traditional means of operation. The expectation is that the new e-based system will provide crucial electronic functionality that will ultimately drive the reduction of overall booking time for patient appointments from two-three weeks (via paper) to approximately 40 seconds (Elliott, 2006; NPfIT, 2007) . The implication is that the new system will help ensure that by December 2008, the longest any patient will wait for non-emergency treatment will be 18 weeks from referral to treatment (NHS, 2007a (NHS, , 2007b . This reduction in the overall patient experience journey (see Figure 3) , is no doubt a huge enhancement to the overall patient experience, especially as it goes a long way to addressing challenges that have Figure 3 . Changes in patient experience journeys previously led to poor patient experience practices such as gaming which we earlier discussed. To support this 18 week initiative, the NHS has published a rule suite which amongst other's includes a simple and logical clinically based guiding framework which details how the initiative should be defined (NHS, 2007c) , measured (NHS, 2007d) and applied (NHS, 2007b) . The guidance is also expected to provide a framework that ensures fair and consistent patient care provision and experience. In addition, there is a chance that the number of missed or cancelled appointments (currently over 650,000 every year), will be reduced thus saving lost clinical time. Another enhancement to the patient experience has also been identified in other studies. For example, Davies (2007) suggests that the system will help ensure that clinicians have greater visibility and insight into patient's care pathways. This is particularly important as studies by Wainwright (2008) , suggest that with up to two patients currently seen by a doctor per day now arriving armed with information from the internet concerning their health problems, there is a greater challenge as clinicians now regularly engage in debates with patients concerning any diagnosis or proposed action. Figure 3 shows what changes in terms of the Patient Experience Journey is expected as a result of the implementation of the new system. This diagram is taken from NHS (2006b). Our exploration shows that patient experience within the UK healthcare sector is still well below what is desired. We find the possibility that the concept of one integrated product, service and care is not widely implemented. The notion of carers and family as part of this integrated "customer" grouping appears not to be well embedded within healthcare delivery philosophy, especially as we see patients having to deal with a system based on different provisions (the so-called post-code lottery is an example), different and unconnected service packages and a less than integrated patient journey. Overall, the question still remains whether the £12bn (US$24bn) NHS Connecting for Health programme (formerly known as the National Programme for IT-NPfIT) will as is hoped, enable the transformation of the patient experience within UK healthcare.
Conclusions and future work
To an extent, it is difficult to claim (based on a lack of evidence), that programme champions and sponsors have been able to comprehensively appreciate the enormity of how crucial these challenges are. It is also questionable whether there is clarity on appropriate actions to address the challenges in question. These challenges are further compounded when we note that not only does existing research (e.g. Orlikowski and Barley, 2001) fail to provide opportunities for the integration of knowledge which is of interest to both areas (organisational studies and IS/IT introduction), but also that there might actually be a lack of any distinctive body of knowledge that allows us to apply guaranteed success influencing theories. The introduction of the Choose and Book Information Management System has so far been unsuccessful (Eason, 2006 (Eason, and, 2007 . The debate over the reasons for the unsuccessful nature of the Choose and Book Information Management System has been attributed to both hard and softer factors. We see for example the NPfIT (n.d.), views of the project which are heavily biased towards harder perceptions, in effect claiming that one of the major reasons for this failure being due to the challenges involved in integrating over 11 GP and 50 legacy and standalone hospital systems which operate within the NHS. We see on the other hand a different perception being expressed by researchers such as Eason (2006) , who attributes the lack of success on the intricacies of a "management of change" approach driven partially by an underestimation of various parameters such as resistance to change. In effect, a general perception that this failure has been largely driven by softer organisational factors. His findings are in line with those of O'Brien (2005) , who points out that the programme is facing difficulties due to its primary focus on technological functionality implementation as against a proper process for ensuring proper clinical engagement. Despite these obstacles, there are a few lessons, which have emerged from this study that is worth the attention of programme champions and sponsors. In the first place, it is important that programme champions and sponsors are prepared to as Wainwright (2008) describes, to walk on the soft side. This can be achieved by taking into consideration complex organisational challenges in areas such as the social, historical, political and cultural factors, which may impact the outcome of any IS/IT adoption. It is however important that when doing this, the NHS does not duplicate the same mistakes that were made by manufacturing organisations in the 1980s. In these cases, the change agenda for manufacturing organisations appeared to concentrate more on the technical rather than softer context of the change (Divanna, 2003; Maguire and Redman, 2007) , perhaps influenced by a vigorous resistance by technical experts who refused to be drawn into the processes of social change (inevitably entailed in introducing IS/IT in an organisation). The result was that numerous manufacturing organisations investing heavily in Computer Integrated Manufacturing (CIM), often with disappointing results. Primarily, these failures were as a result of the IS/IT systems failing to take into consideration behavioural, change management, and organisational peculiarities of these organisations. What emerges from an analysis of the parameters we have identified is a new perspective (Figure 4 ), which presents a view on how the Choose and Book system is now impacting on the patient experience. It is also imperative that programme champions and sponsors are aware that most forms of change involve a human and emotional element. In our case study, we see that the development, implementation, introduction and adoption of the system has been largely delayed by an under-estimation by the project sponsors (the government, NHS Management and NPfIT Programme Office), of how key stakeholders such as patients and users (GPs, etc), will resist the system. 
